The young farmer married with five children, not involved in smoking or drinking, who was said to have been involved in an accident while traveling to dispose off his farm produce. He was said to have sustained serious injuries to the face, left leg and has been unconscious since after the accident. There was history of bleeding from the nose and mouth but not from the ear. Clinical examination showed an unconscious patient with Glasgow coma score of 9, with a depressed frontal bone fracture, fractured and depressed medial halves of the superior orbital rims bilaterally, sutured laceration extending from the right eye brow to temporal aspect of lid (discharging purulent material). There was nil perception of light in the right eye, coujunctiva was quiet, cornea was opaque and pupil dilated and fixed. The left eye was quiet. There was fracture and depression of the nasal bridge. Caked blood in the nostrils evidence of previous nasal bleeding. There was no CSF rhinorrhoea. There was associated fracture of the left tibia and fibula. Patients pulse was 87beats/min, Bp-120/80 mmHg, heart sounds were S1 and S2 only, packed cell volume -19%, urea -6.0mmol/L, Na
--19mm0l/L, random serum glucose was 6.1mm0l/L. Plain skull x-ray showed fracture of the frontal bone with no evidence of fracture of the posterior / inner table. Patient could not afford a CT scan. The patient did well while on admission and regained consciousness on the 13 th day of admission. Due to low PCV and lack of funds, surgery was delayed. He was taken to theatre on the 14 th of December, 2020. Through a bicoroual approach, the scalp tissue was elevated above the periosteum up to the posterior edge of the frontal sinus defect. Incision was made on the periosteum and an area of fractured bone about 1.5cm indiameter was stripped of periosteum using a drill, a hole, big enough to allow entrance of a howarth's periosteal elevator was created. The depressed bone of the anterior wall of the frontal sinus down to the base/roof of the nose, and the adjoining medial portions of the superior orbital rims bilaterally were elevated using the howarth's periosteal flap and some flat dental elevators. After adequate reduction of the fractured segments, a straight mosquito artery forcep was used to introduce a size 16 foley's urinary catheter via the nostril into the frontal sinus. Through the window made via the scalp into the sinus, the inflated baloon was positioned within the sinus and the scalp flap replaced and sutured. The patient recuperated uneventfully. The catheter was removed after 14 days when some stability has been achieved and no untoward effect would have been caused by the catheter to the mucosa of the sinus and the nose. Patient was satisfied with the outcome of surgery and reviews at one, three and six months post operatively, showed good result. Pain and occasional tearing from the right eye which patient complained about during the three month post operative visit were no longer there. No evidence of sinusitis or frontal anaesthesia was seen.
We expect to observe the patient for a longer time to elicit any complication that may follow the operation or use of catheter in the area for the period it was applied (see pix).
REVIEW OF LITERATURE ANATOMY
The frontal sinus is absent at birth. The anterior ethmoid aircells invade the frontal bone at about 2 years of age. The normal adult size is attained at approximately 15years of age. The frontal sinus is commonly bilateral, a symmetric and pyramidal in shape. The pyramidal base is located inferiorly and the apex is located superiorly. The floor of the sinus forms the medial portion of the orbital roof. The frontal sinus has two osita located on the posterior inferior aspect of the sinus floor. They are positioned anterior to the anterior ethmoid air cells, medial to the orbit, lateral to the inter sinus septum and posterior to the frontal bone. Each ostium is approximately 3-4mm in diameter and represents the sole damage site for the frontal sinus 3 .
The supra-orbital and supratrochlear vessels provide arterial supply to the frontal sinus. Venous drainage occurs through three pathways the facial vein, the ophthalmic / cavernous vein and the foramina of Breschet / subarachnoid space. Sensory innervation of the frontal sinus comes from the ophthalmic branch of the fifth cranial nerve 2,3 . All patients undergoing open frontal sinus procedures should be counselled on the potential risks which include external scar, especially in patients with male pattern baldness, bleeding, infection, forehead paraesthesia or anaesthesia, external deformities, diplopia, visual loss, CSF leak, meningitis, chronic sinusitis mucocele, mucopyocele formation, brain abscess, death. 14, 15 For coronal flap dissection, part of the hair in a widow's peak pattern 4-6cm behind the anterior hair line. A 1 to 2-cm strip of hair can be shaved along the incision line, but this is not mandatory. 12 .
ATHOPHYSIOLOGY
The scalp is incised and elevated in a subgaleal plane. Avoid brow incisions to prevent prominent scars and forehead anaesthesia. The pericranium is incised 1-2cm above the sinus and elevated below the fracture. As the frontal bone fractures, it is deformed from a convex shape to a concave shape. The need for long term follow-up of patients with frontal sinus fracture cannot be overemphasized. The risk of late nucocele formation is significant. 4, 7, 10 .
Use of seat belts and airbags can reduce incidence of facial injuries in motor vehicle accidents. Use of helmets with facial guards can reduce injury in motorcycle accidents and in such sports as skiing, snowboarding, hockey and football.
11,17
SUMMARY A case of frontal sinus fracture-depressed fracture of the anterior table is reported. The fracture was reduced and supported with a sinus baloon. The result achieved was good and no complications were recorded up to six months postoperatively.
